
SOCIETY PROCEEDINGS.

Philadelphia County Medical Society.
Stated Meeting, June 25, i8ço.

Dr. Edward Jackson read a paper on
THE RECOGNITION OF EYE-STRAIN BY THE

GENERAL PRACTITIONER.

The attempt to give relief from the symptoms
of eye-strain by a careful trial, seriatim, of one's
favorite sedative, tonic, and alterative prescrip¬
tions, followed by experimentation with the for¬
mulae of great professors found floating on the
surface of medical journalism, does not usually
bring much comfort to the patient or credit to the
doctor. And that it is so frequently persisted in
until the patient deserts his so-called medical ad¬
viser, and of his own notion takes his chances
with the specialist or the charlatan, seems to ar¬

gue an inabilitj' to recognize the connection of
this group of symptoms with their cause. The
worst evil of specialism is ignorance and indiffer¬
ence as to other departments of medicine ; one of
the most aggravated manifestations of this evil
is the expressed indifference of so-called "gen¬
eral practitioners" toward the anomalies and dis¬
eases of the eye.
From time to time efforts have been made by

ophthalmologists to secure a more general recog¬
nition of eye-strain on the part of the mass of
the profession ; but usually these efforts consisted
in a recommendation of some special instrument
or procedure of diagnosis, as the refraction oph¬
thalmoscope, or the shadow-test, or a set of trial
lenses, reduced in size and price to the supposed
needs of the mass of the profession. If it were
really necessary to apply such special means of
diagnosis in order to recognize the presence of
eye-strain, there would be little prospect of its
early general recognition. But it is frequently
recognized by the patient himself, and the oph¬
thalmic surgeon finds in the general rational
symptoms quite sufficient grounds for a provi¬
sional diagnosis ; and if the mind is clear from
preconceived hypotheses as to the causes of the
symptoms, tending to divert attention from their
real origin, there is no reason why any one re¬

spectably qualified for general practice of medi¬
cine should not be able to make a provisional di¬
agnosis with sufficient certainty to serve for the
basis of further investigation and treatment, in
the great majority of cases, without resort to any
special method of examination whatever. Of
course, the ophthalmoscopic evidence of ametro-
pia, when it can be obtained, is very valuable as

confirming such a diagnosis ; and I do not under¬
estimate the value of the ophthalmoscope to the
general practitioner, for I cannot regard any one
who is unable to use the ophthalmoscope as prop¬
erly qualified for general practice. But I do say

that inability to measure refraction with the oph¬
thalmoscope is no reason for failing to recognize
eye-strain.
The patient suffering from eye-strain comes

with a certain history and certain complaints,
which, carefully considered by the light of a very
moderate knowledge of the subject, clearly indi¬
cate the cause of the trouble, in the great major¬
ity of cases. The symptoms in question may be
considered separately.
Impairment of vision, either quite temporary,

more prolonged, or quite permanent. A very
characteristic form of temporary impairment of
vision is that due to sudden relaxation of the ac¬
commodation. This occurs when the ciliary mus¬
cle has long been overtaxed, and especially in the
latter hours of the day, when it is nearly tired
out. The patient notices that the print or other
near object on which the attention is fixed sud¬
denly becomes entirely blurred, compelling the
cessation of the eye-work. After a moment, how¬
ever, the power of again focussing the object re¬

turns, and work can be resumed. The patient is
apt to close his eyes for an instant, and, perhaps,
rub them, and on again opening finds the sight
again restored. If the eye-work is continued, the
failure of accommodation recurs, to again rapidly
pass away; and keeping on with the eye-work,
these periods of inability to see become more and
more frequent, until, finally, they greatly inter¬
fere with the continuance of the work, or quite
prevent it. This form of impairment affects only
the vision for near work.
Another temporary impairment is that due to

spasm of the accommodation ; it affects distant
vision only, and is noticed chiefly by those whose
distant vision is otherwise pretty good. It comes
on after prolonged straining of the eye, usually
for near vision, and lasts until the eye has gotten
well rested. It is a valuable danger signal, and
should secure cessation from the work causing it
until it has given place to normal relaxation.
Permanent impairment of vision is brought about
when eye-strain causes myopia or decided perma¬
nent damage of the choroid and retina.
Headache and aching of the eyes—Eye-strain

should be the first thought suggested by any
complaint of headache, for in our day and civili¬
zation it is by far the most common cause of that
symptom. It enters as a factor into the causa¬
tion of nearly all headaches not due to pyrexia,
toxemia, or diseases of the brain or its mem¬
branes. The simple existence of headache, there¬
fore, should suggest eye-strain ; but frequently a
a careful inquiry as to the manner and time of
occurrence of the attack, and the location of the
severest pain, will be almost conclusive as to the
origin of the trouble.
Often it comes on whenever the eyes are used,

and is absent when they have had a proper pe¬
riod of rest. The occasions of most severe re-
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quirement in the direction of eye-work are the
doing of anything requiring accurate near vision,
taxing both the accommodation and the conver¬

gence ; or traveling, shopping, attendance at pub¬
lic gatherings, which entail more use of the eyes
than the patient is at the time conscious of, and
often under unfavorable conditions.
Very often the chronological connection be¬

tween the use of the eye and the occurrence of
the ache, although perfectly certain and evident
when once it has been observed, has never been
noted by the patient until his attention has been
directly called to it. Even when the headache
seems constant and quite uninfluenced by varia¬
tions in the amount of eye-work, it may be due
wholly to eye-strain.
In hyperopia in young people the accommoda¬

tion is in excessive use so long as the eyes are
open and the attention fixed on any visible ob¬
ject ; and hyperopia is the most common cause
of constant headache. The writer was formerly
subject to a constant headache whenever confined
to the house, and regarded it as caused by breath¬
ing vitiated air, until it was quite cured by the
correction of his hyperopic astigmatism. Many
persons have the same idea as to the causation of
the headaches they alw7ays experience when at¬
tending the theatre or other place of public
amusement, and which are really due to eye-
strain. Others ascribe these headaches, and those
experienced in traveling or shopping, to exhaus¬
tion. This is nearer the truth, only they com¬

monly have in mind a condition of general ex¬
haustion, whereas it is largely one of local ex¬
haustion of the special nervous apparatus con¬
cerned in the act of seeing.
The location of the aching is of some signifi¬

cance. Generally it is frontal, often described as

beginning in the eye, or just back of the eye, or
through the temples. Frequently it extends to
the occipital region, and may sometimes be felt
principally or wholly in that region. Headache
most severe in the vertex or confined to that re¬
gion is probably not very common from any cause,
but from eye-strain it is almost unknown. Often
the headache is more severe on one side of the
head than the other. Sometimes it is entirely
confined to one side, but usually it is bilateral.
Those more or less regularly periodical head¬

aches, known as nervous or sick headache, mi¬
graine, or, when confined to one side of the head,
hemicrania, are in many cases set up by eye-
strain and relieved by its removal. Attacks of
this kind are frequently ushered in by certain in¬
terference with vision and subjective sensations
of light, affecting a part or the whole of the vis¬
ual field, and known as ophthalmic migraine.
These visual disturbances are simply a part of
the general "nerve-storm," and it is not certain
that they especially indicate the origin of the
attacks to have been eye-strain.

Congestion, irritability, or inflammation of the
eyes and their appendages should always suggest
the suspicion of eye-strain. A single attack or
manifestation of this kind has no especial signi¬
ficance, but repeated attacks of inflammation, or
prolonged congestion or irritability, are exceed¬
ingly suggestive of a continuing cause ; and the
most common of these is the one now under dis¬
cussion. No case of chronic inflammation of the
margins of the lids, or of recurring conjunctivi¬
tis, or repeated styes, has justice done to it until
it has been carefully investigated for eye-strain.
Persons at the period when they begin to feel the
effects of loss of accommodation in presbyopia or
absolute hyperopia, suffer from repeated attacks
of conjunctivitis, which they commonly ascribe
to "taking cold in the eye," but which are cut
short by use of the appropriate lenses, and which,
if unchecked, would tend to establish a chronic
catarrhal condition which is a chief discomfort
in the lives of many elderly people.
Of course, these conditions of ocular conges¬

tion and inflammation will be recognized by the
usual symptoms of redness, swelling, and itching,
smarting, or burning pain. They often require
especial local treatment, and will quite often be
temporarily cured by this alone ; but if the un¬

derlying cause is not removed, they show a strong
tendency to recur indefinitely, or until the ac¬
commodation is so far lost that the temptation to
strain it is removed. It should be noted that
usually headache and these local inflammatory
conditions are not presented by the same case.
They may coexist, but, more commonly, if one
is decidedly present, the other is absent.

So far nothing has been mentioned for the
diagnosis of eye-strain but the facts ascertained
by questioning the patient, and from simple in¬
spection of the eye. If, now, the physician's
office contains—what every general practitioner's
office should contain—a card of test-letters for
accurately ascertaining the distant vision, and a
card of fine print for ascertaining the near point
of the eye, additional valuable evidence is easily
obtainable. The trial of the distant vision will
give indication of any considerable degree of
myopia or astigmatism. But it must always be
borne in mind that troublesome ametropia may
be present without preventing perfect distant
vision. The position of the near point, if farther
from the patient's eye than his age would indi¬
cate, is pretty good evidence of strain of the ac¬
commodation. Evidence of strain of the external
muscles of the eye, heterophoria, can be obtained
by simply getting the patient to keep his eyes
fixed on some object, near or distant, and cover¬

ing one eye ; then noting whether the covered
eye deviates from its position of fixation, and
especially whether it makes a quick movement to
return to that position when it is uncovered.
Briefly to recapitulate, the common symptoms
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of eye-strain are : Certain forms of impairment
of vision.

Headache, which is to be studied with refer¬
ence to the times of its occurrence and the parts
of the head to which the aching is referred, with
careful discrimination between the patient's facts
and his theoretical explanation of them.
Chronic or repeatedly recurring congestion, or

inflammation of the eye or its appendages.
And if to these symptoms are added the results

of the simple tests of near and distant vision, and
evidence of tendency of the eyes to deviate from
their normal position when co\^ered, a very good
basis is furnished for the probable or provisional
diagnosis of eye-strain, without recourse to any
special apparatus or unusual diagnostic procedure.
And in view of these facts there is no justification
for the general practitioner who fails to recognize
most of the numerous cases of eye-strain with
which he is brought in contact.
Dr. George M. Gould : Certainly, nothing

Dr. Jackson has advanced in his excellent paper
calls forth controversy or criticism ; but I think a
word may be added as to certain other symptoms
not alluded to by him, that may sometimes put
the general practitioner on the track of an eye-
strain reflex. When eye-strain is sufficiently se¬
vere to set up a reflex neurosis, sleepiness is a com¬
mon symptom, brought on by persistent reading or
writing. The patient cannot understand why he
grows so drowsy. A more important trouble is
one I at first advanced somewhat doubtfully, but
now I am growing perfectly convinced is a genu¬
ine result of ametropia. I allude to troubles of
appetite and digestion. Few patients with severe
or long continued eye-strain that do not complain
of anorexia, fickle appetite, or some dyspeptic
trouble. Mothers frequently call such girls ' ' pick¬
ers." Explain the mechanism of this reflex as
we may, I am sure it is a fact, and that a malnu¬
trition often results that may end in anaemia, and
many different forms of nervous abnormality. I
have had a large number of such patients regain
long-lost appetite after putting on glasses, and re¬

gain ten to twenty pounds of flesh within a month
or two. Nervousness and choreic movements, even
genuine choreas, are traceable sometimes to the
same causes. I had one patient who wore the
right shoe out in a few weeks, and who had a
habit of bufsting out crying or into a rage at a
trifle. She had been treated for chorea for years
at one of our best hospitals. All symptoms have
disappeared for two years, upon correction of her
hyperopic astigmatism. I could cite several other
cases.
I should like, also, to call attention to car-sick¬

ness in connection with eye-strain. I have had
eight or nine cases of this kind, and by glasses
all have been been relieved of their car-sickness.
One was that of a gentleman who every journey
had car-sickness. While he had the mydriatic in

his eyes he went to Washington, and suffered no
inconvenience whatever. Subsequently, after he
had glasses, he made a trip to St. Paul without
any of the former trouble. In the last two days
I have had two cases—one that of a girl who could
not ride a short distance in the street cars with¬
out vomiting. I found a decided degree of hy¬
permétropie astigmatism. With the mydriatic in
her eyes she rode home without her usual trouble.
A strange thing with reference to eye-strain is,

that it often exists to an exceptional degree with¬
out showing any symptoms in the eye. The pa¬
tient will often say that the eyes are perfectly
good, and have never caused any irritation. The
reflexes seem to settle in some other place. This
is an interesting pathological and physiological
question.
With reference to testing the eyes by the gen¬

eral practitioner, it has struck me that a simple
plan, which could be readily carried out, would
be as follows : Have two test-cards, so that the
patient will not learn and remember the letters.
L,et him first test distant vision with one of the
test-cards; then let him instil homatropine. This
will give perfect paralysis in three-quarters of an
hour. Then retest with the other card. Then,
if vision has decreased, there is eye-strain, due
to astigmatism or hypermetropia. Another prac¬
tical point is that, if the patient is suffering with
headache, he will be relieved by the applicationof the mydriatic It is as to the existence of hy¬
peropia and astigmatism that we want to know.
Myopia rarely produces eye-strain.
Dr. Mary E. Allen: I would ask if, in these

cases, the condition of the recti muscles has not
something to do with the symptoms ? In my own
case, I suffered eye-strain for a long time, and in¬
sufficiency of the recti muscles. I had one symp¬
tom which I have never seen described, and that
is, a feeling as though a blow had been struck
against the eye. My explanation of this is that,
by a spasmodic contraction of the straight mus¬
cles, the elastic eyeball is suddenly drawn with
force against the back of the orbit, giving the
sensation of a blow. I had this a long time be¬
fore wearing glasses, but very seldom since.
Dr. Jackson : My paper simply refers to the

recognition of eye-strain. I purposely considered
only those symptoms most generally present, and
had in mind the great mass of cases, not the ex¬

ceptional ones, which do, in the aggregate, con¬
stitute a very large number, but still are propor¬
tionately few. The other symptoms which have
been mentioned, and many others, might be re¬
ferred to as due to eye-strain, but they do not
occur in the large number of cases, and can hardly
be regarded as of general importance in makingthe probable diagnosis.
I have used the term eye-strain, not as a syno¬

nym of ametropia, because we may have ametro¬
pia without eye-strain, or eye-strain without ame-
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tropia, if requirements are put upon the eye too
great for its capacity. You can have it without
any ametropia, or weakness of airy extra-ocular
muscle or group of muscles. It is to the ques¬
tion of eye-strain as isolated and separated from
ametropia that I refer. Of course, in a very
large proportion of cases, the relief of the eye-
strain comes from correction of the ametropia.
In connection with that correction, I should

like to say one thing with reference to a remark
made by Dr. Gould—that is, if myopia were pres¬
ent, it need not be considered. In my experience,
myopia may cause severe eye-strain. There is
the strain of convergence, and any inequality be¬
tween the two eyes in the amount of myopia—
and myopia is usually unequal—is very likely to
cause eye-strain. The discovery ofmyopia would
not, to my mind, rule out the existence of eye-
strain.

New York Academy of Medicine.
Section on Orthopedic Surgery.

Stated Meeting, March 21, i8ço.
V. P. Gibney, M.D., Chairman.

Dr. JohnRidlon presented a case for diagnosis.
Dr. Gibney considered it a case of cervical ro¬

tary scoliosis, with a cyst over the scapula. He
had seen one or two cases of cystic tumor in this
region ; and the diagnosis of scoliosis was made
by the position of the right shoulder, the draw¬
ing of the head to that side, and on the patient's
bending forward, a deviation of the spine to the
right.
Dr. Samuel Ketch agreed in the diagnosis of

rotary lateral curvature, which he thought was
congenital.
Dr. L- Putzel found some enlargement of the

spine of the scapula, and muscular spasm of all
the muscles inserted into the inner border of the
scapula.
Dr, A. B. Judson thought there was evident

scoliosis.
Dr. W. R. Birdsall was of the opinion that

most of the deformity was the result of muscular
spasm. An electrical examination ought to set¬
tle the question.
Dr. A. M. Phelps said that in a growing child,

such a condition of scoliosis was often secondary
to muscular spasm.
Dr. Ridlon said that he had been unable to ob¬

tain any history which would account for an irri¬
tative lesion at birth; and he had only just learned
that the child had been etherized by Dr. Gerster
two days ago, and that the swelling had entirely
disappeared.
Dr. T. Halsted Myers presented a case of

DOUBLE CONGENITAL MALFORMATION AT THE
KNEE, WITH HYPEREXTENSION, AND TALIPES.
The patient was born at term, after an easy

labor, by a breech presentation. The feet had
been closely applied to the head, and the quantity
of liquor amnii had been normal. The marked
flexion of the thighs had been gradually over¬
come at the end of eight months ; but at the age
of 16 months, the thighs could not be extended
beyond the straight position; both legs were hyper-
extended to 140°; there was equino-varus, marked
on the left side, and moderate on the right. Nei-.
ther patella could be felt. The inter-condylar
grooves were shallow ; the tibiae glided forward
into partial dislocation, and there was marked
genu-valgum, with abnormal lateral mobility at
the knee. The body was otherwise normal ; and
there were no evidences of cerebral defect. The
muscles responded well to the Faradic current,
but in a less degree on the right side. The flex¬
ors of the thigh were in constant active contrac¬
tion, and the condition of the posterior leg mus¬
cles seemed to be one of structural change. The
deformity had been considerably reduced in two
weeks by means of a brace, which maintained
flexion of the knee.
Dr. Myers presented brief notes of several

cases which had been already reported by some
of the members of the Section. The absence of
cerebral symptoms in these cases, pointed to the
cord as the seat of the lesion. The muscular
spasm seemed to disappear about the third year,,
or even earlier ; and the prognosis, as regards the
usefulness of the limbs, was very good. There
was nothing in these histories, however, to show
that the fœtus had maintained the position found
at birth. This position approximated the inser¬
tions of the anterior thigh group and the poste¬
rior leg group, which might very easily account
for the structural changes in the muscles, and
consequent shortening and deformity. Nor was
it surprising that the patella, which was practi¬
cally a part of the quadriceps tendon, should
share in this mal-development; but the character
of the labor itself ought to have but little influ¬
ence, as the cartilage of the patella appeared in
the third month of foetal life.
Dr. R. H. Sayre related the history of a sim¬

ilar case, and exhibited photographs showing the
condition immediately after birth, and again six
months later. The labor and the quantity of liq¬
uor amnii had been normal, and no cause could
be assigned for the condition. At the present
time, the leg could be flexed on the thigh to
about 45o, and extension was possible only to a

straight line. The shortening was ^ of an inch.
No patella had yet been found.
Dr. Ketch said that in a collection of fifty-six

cases of congenital dislocation, reported by Dr.
Hubbard and himself, there was only one congen¬
ital dislocation of the knee, and this was unilat¬
eral. The literature of the subject was still very
meagre, Noble Smith being the only author he
had found, who spoke of the condition at length.
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The treatment which this author advocated, had
yielded uniformly good results. ,
Dr. L,E Roy W. Hubbard, by invitation, pre¬

sented the report of
A CASE OF POTT'S PARAPLEGIA.

The case was treated by suspension, after the
method suggested by Motchoukowski. It was
one of those untractable ones that had resisted
ordinary methods of treatment. Drs. Ketch and
Hubbard employed daily suspension for a few
minutes, and a decided daily improvement was
noticed within a month, but a complete cure had
not been established up to the time of the report.
Dr. Putzel said that his pathological studies

had led him to believe that the majority of cases
of Pott's paraplegia were not due to pressure, but
to a transverse myelitis ; and his experience with
the treatment by suspension had taught him to
consider it a method which was, at best, only a

temporary relief. Very rapid improvement often
followed many methods of treatment. Large
doses of iodide of potassium had not yielded him
very satisfactory results. It was important to
remember that the disease showed a strong ten¬
dency to spontaneous recovery.
Dr. Birdsall thought that where Pott's para¬

plegia was due to myelitis, the disease was fatal ;
but many cases were due, not to a myelitis, but to
irritation and pressure on the anterior or posterior
roots of the nerves in their passage through the for¬
amina. Among the various theories which had
been advanced concerning the action of suspen¬
sion, he thought that the most plausible one attrib¬
uted the beneficial action to a slight separation of
the vertebrae, with consequent improvement in the
circulation of the affected parts, particularly the
nerve roots. This was what might be expected
from our knowledge of nerve-stretching ; and on
this account, he thought the method somewhat
dangerous. For many months after Charcot called
attention to the method, the literature of the sub¬
ject was very extensive, but more recently, it had
become quite scanty. It was particularly strange
that these early investigators had not furnished
any later reports.
Dr. I,· C. Gray said that, excluding those

cases which were complicated by organic lesions
of the cord, he thought that the etiology of Pott's
paraplegia could be explained by reflex causes.
Nerve-stretching in this disease was a very differ¬
ent thing from what it was in locomotor ataxia.
The latter disease had a very complicated pathol¬
ogy, and embraced several distinct varieties. It
was a very significant fact, that the results claim¬
ed by Charcot had not been obtained by other ob¬
servers. He did not think that the treatment by
suspension, when properly managed, was danger¬
ous ; and where the paraplegia was of reflex ori¬
gin, he would look for temporary relief, and in
milder cases, even a cure was not impossible.

Dr. W. R. Townsend reported two cases which
he had treated by extension in bed, according to
the method recommended by Wm. J. Fleming in
The Lancet for 1889. He had modified the ar¬

rangement for extension, by using a jacket around
the pelvis, with straps passing down on each side.
Both cases had received large doses of iodide of
potassium in addition to extension ; and both
showed the improvement noted in Dr. Hubbard's
case.
Dr. Ridlon stated that he had made use of

large doses of iodide of potassium, the actual
cautery, and of horizontal traction while in bed ;
but he had been unable to see any favorable mod¬
ification of the disease by any of these methods.
He now kept his patients on their backs, and
waited for them to get well. One case recovered
perfectly after three years.
Dr. Ketch said that he had suggested the use

of suspension in the case reported by Dr. Hub¬
bard, after the paralysis had lasted for about three
3rears, and had not been improved by recumbency,
or the use of iodide of potassium.
Dr. R. H. Sayre said that the treatment of

Pott's paraplegia by suspension had been prac¬
ticed as long ago as 1828, by J. K. Mitchell, of
Philadelphia. Suspension failed to give relief
when carried to excess, and it was dangerous if
injudiciously applied. These cases should not be
left untreated, for their chances of becoming per¬
manently paralyzed were thereby increased. Con¬
stant traction by means of the "jury mast," and
traction with recumbency, were both very useful
methods. By making use of extension with the
patient in the "wire cuirass," his father had
been able to employ traction with recumbency
without depriving the patient of the benefits of
fresh air.
Dr. Phelps considered that the employmentof suspension at a period when the disease was

still active, was bad practice ; and the great ma¬

jority of cases recovered, if the spinal column
were only fixed.
Dr. Hubbard did not think that pressure on

the nerve roots could be of common occurrence ;
for sensory symptoms rarely appeared, and then
only in the later stages.
Dr. A. B. Judson read a paper entitled
a criticism of willett's operation for

talipes calcaneus.
He stated that in this affection, the deformity

was of less importance than the disability, which
prevented the patient from resting on the toe in
walking—a disability which Mr. Willett sought
to remove by shortening the tendo Achillis. The
writer demonstrated that the tension on the heel-
cord greatly exceeded the weight of the body; and
expressed the opinion that the tendon, shortened
by operation, would not long endure the strain
without yielding. He advocated the mechanical
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treatment of this disability, and presented a brace,
which was easy to apply, convenient to wear, and
inexpensive.
Dr. W. E. Wirt, by invitation, gave a math¬

ematical demonstration, showing that Dr. Judson,
in his calculations, did not make any allowance
for theaction of the other muscles; and that when
these were considered, it was found that the ten¬
sion sustained by the tendo Achillis was at no
time more than 1.4 times the weight of the body.
Dr. Royal Whitman, by invitation, read a

paper on the Rational Treatment of Flat Foot, and
showed some plaster casts of cases he had treated.
Dr. Willy Meyer presented Two Cases ofFlat

Foot, which he had treated by supramalleolar os¬

teotomy, and showed photographs and casts illus¬
trating the condition of the patients, before and
after the operation. He considered the method
a most rational one ; for it required the patient to
step upon the outer border of the foot, so that the
weight of the body was transmitted through the
cuboid, instead of through the scaphoid bone.
Dr. Whitman's results were excellent; but they
had been obtained in comparatively young sub
jects, after six months of treatment. The method
which he advocated, would secure permanenti}·
good results in as many weeks.
Dr. R. H. Sayre remarked that Mr. Golding-

Bird, who was the first to do these operations,
found less frequent occasion than formerly to re¬
sort to this method, as he was able by non-oper¬
ative measures to relieve pain and, in great
measure, to remove the disability.

LETTER FROM LONDON.
(FROM OUR OWN CORRESPONDENT.)

Report concerning the Cases of Poisoning in In-
dia\p=m-\AnInteresting Case of SuppuratingDermoid
of the Right Ovary\p=m-\Diuretin\p=m-\Miscellaneous.
Dr. T. D. Collis Barry has furnished an inter-

esting report concerning the cases of poisoning in
India, of which it is to be regretted there are

many. In fact, one of the railway companies in
India recently published a notice warning unsus-

pecting travelers against wretches who go about
robbing those to whom they have administered
some narcotic. Dr. Barry, however, has dealt
with the more serious aspect of poisoning ; that
is to say, cases in which it is suspected poison has
been administered with a view to murder. Of
these there were 170 last year, as compared with
182 the year before, and 159 in 1887. Poison was
discovered in sixty-six cases, a smaller percentage
than usual, of which thirty-three were arsenic,
twenty opium, five powdered glass, three datura,
three mercury, and two nux vomica. Some curi-

ous cases which were inquired into are mentioned,
amongst others a blacksmith at Salara, attached
to the Ninth Regiment, stated that some poison
(corrosive sublimate) had been mixed with his
food by his assistant, the assistant wishing to re¬
move his seniorwith a view to promotion. After
careful inquiry, it was proved that the poison had
been added to the food by the blacksmith himself,
with a view to accusing the assistant. Pounded
glass has been for some years tried, but it appears
to have met with little success, as its coarseness
and grittiness have betrayed its presence to the
intended victim. Only one case is recorded in
which powdered glass was successful in taking
life, and death occurred in forty-eight hours. Dr.
Barry says that arsenic has always been the poi¬soner's favorite material, opium enjoying the next
place, the figures being last year 50 per cent, and
31 per cent, respectively, and this has been the
average during the past ten years. A very favor¬
ite way of administering arsenic is in the form of
sweetmeats. In one case a sweetmeat was ana¬
lyzed weighing 860 grs., and from it was obtained
no less than 610 grs. of arsenic. This interestingtrifle was given to a police Sepoy by a man with
whose wife the Sepoy had run away. A singular
case is on record of five patients in a leper hospi¬
tal who were found to be suffering from the effects
of poison, and on investigation it was discovered
that some tamarinds they had eaten contained 12

grs. of arsenic to the lb., while some sweetmeats
they had also consumed showed the presence of
the poison to the extent of 12 grs. to the oz. The
would-be murderer, in this instance, was a leper
who wished to dispose of another leper in order
that he might marry the latter's wife, and as he
was unable to get the man by himself, he coolly
decided to poison the lot.
Dr. William Duncan has had under his care, at

the Middlesex Hospital, an interesting case of
suppurating dermoid of the right ovary, which
had opened into the bladder. It was diagnosed
as being a suppurating pelvic cellulitis, and Dr.
Duncan cut down upon the abdominal swelling,with a view of making a large counter-opening
into the abscess. This is his invariable custom
when a pelvic abscess has opened into the blad¬
der, as otherwise, owing to imperfect drainage,the case drags on indefinitely, and cystitis aggra¬
vates the sufferer's condition ; whereas, when a
free exit is made for the pus elsewhere, the vesi¬
cal opening soon closes. In this case, instead of
opening the sac of an abscess, Dr. Duncan cut
into the peritoneal cavity, and found that the
case was one of dermoid tumor of the right ovary.
Upon passing the hand into the pelvic cavity, the
growth proved to be so densely adherent to the
uterus, bladder, and pelvic walls, that he decided
it would be unjustifiable to attempt its removal,
so the tumor was stitched to the edges of the in¬
cision in the abdominal wall, and ten days later
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